Abstract: This article reviews the sexual and reproductive health situation of young people aged 10-24 in the Arab states and Iran, based on published and unpublished literature and interviews with 51 key informants working mostly in NGOs and international agencies in the region. There are few national government programmes addressing young people's sexual and reproductive health, with the exceptions of Tunisia and Iran, and a lack of population-based data to guide such programmes. Although the strong emphasis on the integrity and strength of the family unit has a protective effect, young people lack access to information. Education curricula that include these topics are rare and where they do exist, relevant sections are frequently skipped over by teachers, who are unprepared. Health service providers neither recognise the needs of this age group nor make young people welcome, particularly those who are unmarried. Increased education and employment mean the age at marriage is rising, but unprotected forms of marriage are also reported. Taboos surrounding discussion of sexuality remain a key constraint, and data on unwanted pregnancy and abortion, violence against women, and STIs/HIV/AIDS are limited. Building on NGO models and existing efforts, there is a need for the development of national programmes to support the well-being of young people in this region. A 2005 Reproductive Health Matters. All rights reserved.
juxtaposed with official denial of the practice, monopolised media attention on the opening day of the conference and stimulated both initial outrage and subsequent significant debate within Egyptian society. 5 It is therefore interesting to explore how the sensitive field of young people's sexual and reproductive health is being addressed in the Middle East and North Africa region ten years later. This paper looks at the Arab countries, including Algeria, Bahrain, Djibouti, Egypt, Iraq, Jordan, Kuwait, Lebanon, Libya, Morocco, Oman, Qatar, Saudi Arabia, Sudan, Syria, Tunisia, United Arab Emirates (UAE), West Bank and Gaza, Yemen, and also Iran. Although not an Arab country, Iran's efforts to address reproductive health issues in consonance with religious values is an important model for other Muslim countries, 6 and is therefore included in this paper. The article grounds the key sexual and reproductive health issues affecting young people aged 10 to 24 in their political, economic and social context, based on a review of unpublished, grey and published literature, telephone interviews across the region, and interviews in person in Egypt, Lebanon, Jordan and Tunisia. All interviews were open-ended but guided by a set of standard questions concerning interviewees' perceptions of the main challenges facing youth; key sexual and reproductive health issues; perceived risk and protective factors; strategies for overcoming challenges; existing programmes serving youth (whether governmental or not) and the evidence needed to support programmes. Overall, 51 interviews were conducted, including nine with people working at regional or international level, and a further 42 who represented international agencies or NGOs with expertise on adolescent sexual and reproductive health programmes in Morocco, Tunisia, Egypt, Lebanon, the West Bank and Gaza, Jordan, Yemen, Sudan, Oman, Bahrain, Djibouti, Syrian and Iran. There are a number of possible biases in the choice of interviewees: first, government representatives were under-represented; second, the interviewees support such programmes; and third, the Persian Gulf countries were under-presented and Egypt and Tunisia were over-represented in comparison with other countries. Despite such limitations, however, the article aims to contribute to knowledge about an under-researched region and an age group that to date has received little attention. The article focuses on the 10-24 age group, which the World Health Organization defines as ''young people'' (as opposed to adolescents aged 10-19 and young adults aged [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] , on the premise that many of the sexual and reproductive health problems addressed, including early marriage and female genital mutilation, affect the younger ages within this category.
Political context
Over the last 25 years, the Middle East has experienced major conflicts and political upheavals. These have included external conflicts, civil and internal conflicts, and conflicts associated with authoritarian regimes, which are likely to have differential implications for sexual and reproductive health. These have not only caused death and disability but disrupted the provision of health and education services, and often led to a breakdown in social networks, undermining some of the main mechanisms protective of young people's health. In Iran, for example, in 1990, after the eight-year war with Iraq, 7% of all children under 14, nearly 2 million children, were orphans and are now young people. 7 Moreover, the mobility associated with conflict is itself a risk factor for the transmission of sexually transmitted infection (STI). In Sudan, for example, the HIV epidemic has largely been driven by the civil war in the south. In Iraq, there has been a sharp rise in the incidence of violence against women in Baghdad since the fall of the Ba'athist regime, for which the legal and health services and international aid agencies were unprepared. 8 The overall effects of conflict or civil unrest on the sexual and reproductive health of young people may be more difficult to discern or pass unnoticed. In a study of Palestinian marriage patterns, for example, Khawaja noted a rise in adolescent fertility at the time of the first intifada (uprising) against Israeli occupation from 1987-90, associated with a declining age at marriage for girls during that period. 9 Of the three countries in the world that deny both men and women the right to vote, two are Arab, Saudi Arabia and UAE. Bahrain is the most recent country to give women the vote, in 2001, while Kuwait remains the only country in the world where women -but not men -are denied that right. 10 Although Saudi Arabia held municipal elections for the first time in 2005, these excluded women. The demographer Philippe Fargues argues that the roots of political violence in the region relate to the combination of persistent paternalism with increasing differences in education between the generations; the younger generation has the advantage in terms of education but the older generation still commands greatest authority.
11
Economic and socio-cultural context Economically, the region is diverse, with seven highincome, nine middle-income and four low-income countries. Although some countries have large proportions of their population in absolute poverty, inequality and relative poverty are particularly important and linked to rising expectations. The oil-rich Gulf States have attracted migrant labour from across the region and elsewhere, including predominantly male migrants (Yemenis, Pakistanis), predominantly female migrants (Sri Lankans, Filippinas) and some family migration (Egyptians, Palestinians) (Philippe Fargues, personal communication, March 2005) with underresearched implications for sexual and reproductive health in both the sending and receiving countries.
Failure to address young people's sexual and reproductive health needs is part of a larger set of problems confronting this age group, such as rising levels of youth unemployment. A youth survey for the Arab Human Development Report of 2002 found there was a high desire for emigration among youth. Although the sample was small, both economic and social factors seemed to be a source of alienation. A widening generation gap between young people and their parents was reported by interviewees across the region, induced by rapid social change, urbanisation and higher levels of education, aspirations and consumerism.
Gender disparities in social opportunities are wide, and indeed the region ranks next to last behind sub-Saharan Africa on the UN Development Programme gender empowerment measure. More than half of Arab women are illiterate, and the region has the world's lowest rate of female participation in the labour force (26%). 12 Such statistics do not reveal the extent of change in recent years, however; for example in Iran, literacy rates among young girls and women aged 10-24 have risen from 48% to 92% in the last two decades owing to expansion of education, particularly in rural areas. 13 National policy on sexual and reproductive health issues for youth Advocacy for and research on reproductive health began well before the ICPD in the region. 14 Brave organisations, mainly NGOs and women's groups, working in this area succeeded in bringing even sensitive issues into the public domain and, in partnership with research organisations, have encouraged government attention to the field. The Palestinian Ministry of Health, formed in 1995, for example, established a women's health department on the strength of advocacy and example by pre-existing NGOs such as the women's health programme of the Union of Palestinian Medical Relief Committees. 15 More recently in Morocco after years of advocacy by the women's movement, the government reformed personal status legislation which, among other things, raised the legal age at marriage for women from 15 to 18, made it easier for women to obtain a divorce and more difficult for men to take a second wife. 16, 17 Over the last decade, a number of youth NGOs have been formed in the region, including the Egyptian Youth Association for Population and Development, with some 1000 members in four governorates and grew out of the ''friends of the forum'' of young people volunteering at the ICPD in Cairo in 1994. 18 These NGOs have begun to address reproductive health issues of importance to young people. Initiatives have also been organised through the national affiliates of the International Planned Parenthood Federation (E Bennour, IPPF-Tunis, personal communication, 1 July 2003) and the Scouts movement (Z Abdel Aziz, Scouts-Tunis, personal communication, 31 July 2003).
Despite their successes, however, many of these NGO programmes are small-scale and their effectiveness is difficult to discern, given the absence of evaluations of their work. Only Tunisia and Iran can be said to have truly national governmental programmes on young people's sexual and reproductive health. Tunisia, dating from the early 1990s, sponsored research on young people's sexual and reproductive health, and recently initiated adolescent health clinics in urban areas. The government has also worked with NGOs to provide peer education in university dormitories (Farouk Ben Mansour, Office National de la Famille et de la Population, Tunisia, personal communication, 4 August 2003). 19 Iran has established a compulsory premarital counselling programme for all couples wanting to marry, as a way of addressing a range of sensitive sexual and reproductive health issues. 13 Nevertheless, sexual and reproductive health remain a contested subject in the region for a number of reasons, including conflict over the appropriate role of religion in social policy, exacerbated by the influence of extreme religious movements in some countries. Indeed, there are few national government programmes addressing young people's sexual and reproductive health. Only recently have a handful of countries and the Arab League initiated collection of population-based data on married and unmarried young people to guide such programmes. Furthermore, a reluctance to acknowledge that young people may engage in sexual activity, that men may have sex with men or that commercial sex exists in the region, make HIV prevention efforts extremely difficult.
The policy silence on young people's sexual and reproductive health on the part of governments persists, despite the considerable unmet needs of this age group. Interviewees from across the region reported that young people have insufficient access to information on these matters, whether from parents, teachers or health services. Parents often feel ill-equipped to talk to their children, even though they may be young people's preferred source of information. 20, 21 Interviewees also reported that health and life skills education curricula that include sexual and reproductive health topics are rare and where they do exist, relevant sections are frequently skipped over by teachers who are unprepared or embarrassed to teach them. With the exception of Tunisia and Iran, government health services generally neither recognise the special needs of this age group nor seek to foster a climate in which young people are supported. In some cases, a judgemental attitude towards young people is discernible. As a result, private health services and pharmacies are often the place where young people seek help on sexual and reproductive health issues.
The few studies of sexual behaviour in the region show wide variation. At the low end of the range, in Jordan, a 1994 study showed that 7% of college students admitted to non-marital sex, and in a national study among the general population ages 15 to 30 in 1999 4% did so. 21 In Egypt, in 1996 in a survey in four universities, 26% of young men and 3% of young women reported having sexual intercourse at least once. 22 Within the public domain, an overt recognition that young people have sexual needs and desires and may be sexually active before marriage, and that married couples experience sexual and reproductive health problems, is deeply problematic. Yet, some public health authorities in the region ''subvert public health directives to the arguments of culture'', thereby ''saving face but not saving lives'' (Robert Thomson, UNFPA, personal communication, 10 June 2003) .
There is, nevertheless, evidence of considerable ingenuity on the part of young people to obtain information on these topics, e.g. through internet sites, although the freedom of information actually available in some countries is variable, and there are widespread reports of Internet surveillance by state authorities. 23 Less discussed in the literature on the region, although stressed by interviewees, are the many protective elements intrinsic to the current social context. First and foremost, the strong emphasis on the integrity and strength of the family unit in social and religious discourse is favourable for the sexual and reproductive health of young people. In particular, a positive relationship with parents has been highlighted in a review by the World Health Organization (WHO) as important in protecting young people from sexual and reproductive health risks and problems such as drug abuse. 24 A number of authors have argued that Islam is exceptional in its recognition of the importance of sexual fulfillment for both men and women, independent of procreation. 25 At the same time, as Makhlouf-Obermeyer has argued using case studies of reproductive choice in Iran and Tunisia: ''Like other religious doctrines, Islam has been used to legitimate conflicting positions on gender and reproductive choice. '' 26 Thus, Tunisia has outlawed polygamy and legalised abortion, while Iran has made huge strides towards implementing the ICPD agenda in a manner consistent with its religious values. 13 
Marriage patterns
Marriage is central to any discussion in the region of the sexual and reproductive health of young people because of the universal valuation of marriage and the taboos and religious sanctions against pre-marital and extra-marital sexual relations. While there is tremendous diversity in marriage patterns in the region, certain general recent trends stand out: rising age at marriage for both sexes 27 early marriage still a problem in pockets of all societies 28 high incidence of consanguineous marriages 27 persistence but decline in polygamy in some countries 29 higher numbers of single women 27 and resurgence of forms of non-conventional marriage. 27 Young people, particularly women, face strong pressures to marry, and once married, to have children. A premium is placed on virginity before marriage, for girls at least, which is reflected in the traditionally widespread but waning practice of producing a ''blood-stained'' sheet on the wedding night to the more modern (but underresearched) practices of medical virginity tests and hymen repair operations. 30 The average age at marriage has been rising for both sexes due to rising education of girls, media influences and the service economy, 29 particularly in North Africa, to as high as 29 years for women and 33 for men in Tunisia. This is a positive sign, particularly for women, in that it is protective against early childbirth and associated with greater educational and employment opportunities. At the same time, the gap between menarche and marriage is a risk factor for pre-marital sexual activity without access to health services.
Expectations that both Muslim and Christian women will marry their first (parallel patrilineal) cousin remain ingrained in many parts of the region. Consanguinity in marriage ranges from a low of 18% in Lebanon to a high of 56% in northern Muslim Sudan. 27 There are no statistics on the prevalence of ''arranged marriages'' in the region, but there is a wide continuum between ''love marriage'' on the one hand and forced or coerced marriage on the other.
A more recent and striking phenomenon is the growing cohort of young women who are not married; 7-21% of women in many Arab countries are not married by age 30 to 39. 31 Little is known about the underlying reasons, however, and little attention has been paid to single women's health and economic well-being. 31 Early and legally unprotected forms of marriage
It is estimated that about 1.6 million girls are married before the age of 20 in this region, and every year about 900,000 babies are born to adolescent mothers. 28 The legal minimum age at marriage for girls in the Arab countries is as low as 15 in Djibouti, Kuwait and Yemen, and in some cases girls' ages are falsified. One of the few socio-cultural studies in the region of the reasons for early marriage -although from research in the early 1990s -found that in two villages of Upper Egypt, 44% of girls were married before the legal age of 16, 68% before the age of 18 and 81% before the age of 20. It was common practice for the family to declare the underage girl had no birth certificate and present an age estimation by an accommodating physician. 32 This author singled out girls' education as the most important factor in preventing early marriage.
Even less research has been conducted on the implications of non-conventional marriages. For example, temporary marriage (muta'a), forbidden among Sunni Muslims but legitimate among Shi'ites, has been actively encouraged by some political leaders since the Islamic Revolution in Iran, to allow young people to engage in sexual relations without religious or social disapproval. 33 In Egypt, there is anecdotal evidence that a new form of customary ('urfi) marriage is increasing; 34 this practice draws on the Islamic requirement of two witnesses and making the betrothal public knowledge but has evolved into a way of obtaining clandestine marriage certificates. Both of these practices are considered religiously sanctioned, but in both cases women lack formal legal, economic and health protection. In Egypt, so-called ''summer marriages'' have also been reported whereby young Egyptian girls from low-income families are married off to wealthy, visiting Arab tourists in return for a bride-price, but are often divorced at the end of the visit. Al Jazeera television also reported an increase in the Gulf countries of such travel-related marriages (jawaz al misyar) in October 2003.
Maternal mortality, obstetric and gynaecological morbidity
The Arab states (excluding Iran) account for only 3% of maternal deaths worldwide, most of which are concentrated in Yemen, Sudan, Djibouti, Morocco and Egypt. 28 Few studies have looked at maternal deaths among younger cohorts. In Egypt, there has been a significant decline in the maternal mortality ratio from 174 to 100,000 live births in 1992-93 to 84 to 100,000 in 2000. The 2000 study found that 5% of maternal deaths were in the 15-19 age group and 19% in the 20-24 age group. 35 The Giza study among 508 low-income women in Egypt in 1993 raised awareness in the region and internationally of the heavy burden of mostly undiagnosed reproductive ill-health, much of which was associated with higher parity. Nevertheless, the prevalence of reproductive tract infection was 45% among 14-19 year olds and 55% among 20-24 year olds, and the prevalence of genital prolapse was 24% for 14-19 year olds and 43% for 20-24 year olds. IUD use was a risk factor for gynaecological morbidity, due to inadequate screening for pre-existing infection. 36 Despite these excellent micro-level data, however, no population-based studies in the region have been conducted nationally. There is some evidence that levels of obstetric morbidity such as genital prolapse are high in some countries in the region. In a study conducted by the Egyptian Fertility Care Society in Menoufiya governorate in 1995 in 7,000 households, 11.3% of women reported genital prolapse, 6.2% reported vesico-vaginal fistulae and another 1.3% reported recto-vaginal fistulae. 37 
Unwanted pregnancy and abortion
Lack of information about services, fear of side effects and social taboos all contribute to the barriers young people face in obtaining contraception in this region. 28 Unmarried young people are unlikely to be able to avail themselves of services and risk stigma in using family planning, but equally those who marry early often lack knowledge and access to services such as for contraception. In Oman, fewer than 1% of women are reported to use contraception before their first child, given expectations they will give birth during the first year of marriage. 38 In the five countries where DHS surveys have been conducted, Egypt, Morocco, Yemen, Sudan and Jordan, ever-married women aged 15-19 and 20-24 have significantly lower rates of contraceptive use than all ever-married women; [39] [40] [41] [42] [43] in Yemen, only 6% of ever-married women aged 15-19 and 15.6% of women aged 20-24 have ever used a modern method of contraception, compared to the figure of 37.7% for all evermarried women. 41 Among the Arab countries, only Tunisia has legal abortion on request; abortion is only legal to save a woman's life in Egypt, Algeria, Lebanon, Libya, Oman, Syria, the UAE and Yemen, to preserve the physical health of the woman in Kuwait, Morocco and Saudi Arabia, and for reasons due to mental health of the woman in Algeria, Iraq and Jordan. 44 A recent initiative to legalise abortion in Egypt has been overturned by the Shoura Council, or Upper House of Parliament. 45 Abortion remains a taboo topic except in Tunisia despite the fact that there is a diversity of opinion among Islamic schools in the interpretation of when the ensoulment of the fetus, before which abortion is permissible in some schools of Islam, is said to occur. 25 There are few community-based studies on the prevalence of self-induced abortion among young women. Among women admitted to hospital for complications of abortion in a nationally representative study in Egyptian public sector hospitals in 1996, the mean age was 27.4; 4.6% of post-abortion patients were 15-19 years old and 14.5% were 20-24. 46 A study reported in 1992 of women who had committed suicide in Algeria, where abortion is only permitted to save the woman's life, found that 30% were pregnant and unmarried. 47 In Iran, where abortion is illegal except to save the woman's health, it is estimated that 100,000 young women resort to illegal or induced abortion every year. 13 
STIs and HIV/AIDS
National-level data are also scarce concerning STIs, and utilisation of STI clinics is extremely stigmatised across the region, particularly for women. Many suspecting such conditions would self-treat or resort to pharmacies for advice and treatment, and perhaps then the private sector. Reporting is low, and there are few studies on the incidence of sexually transmitted infections among youth. In Morocco, one study found that 40% of STIs recorded were among young people aged 15-29. 48
Relatively few studies have explored the extent of young people's knowledge about STIs, although there is some evidence to suggest it is very low. For example, in a nationally representative study of adolescents in Egypt, among 16-19 year-olds, 30% of girls and 19.7% of boys did not know of any STIs or HIV. For those without schooling, these figures were as high as 37.7% for girls and 31% for boys. 20 The Arab countries and Iran constitute the region where the least is known about the dynamics of the HIV/AIDS epidemic, due to widespread public policy denial (with some recent exceptions in Iran, Djibouti, Algeria, Sudan and Tunisia), public belief that the region is somehow immune from the epidemic, and sensitivities involved in conducting research on sexual patterns. The region is currently classed as low prevalence (estimated 0.2 adult prevalence rate), but there are pockets of higher prevalence in Djibouti and Sudan, 49 although data on young people are mostly not available. In Djibouti, with the highest recorded AIDS prevalence in the region, 3.8% of those with AIDS are 15-19 years old and 43.6% are 20-29 years old. Based on reported cases made available to WHO EMRO, infections are higher among men than women in the region, and women tend to acquire HIV at a younger age (25-29) than men (35) (36) (37) (38) (39) . 50 There are enormous stigma and rights issues surrounding HIV in the region. Deportation of foreigners found to be HIV-positive is a norm, and studies in Yemen among health care workers and in Cairo and Qena, Egypt, among young people found that most believed that AIDS patients should be isolated (Maha Aoun, UNAIDS, personal communication, 13 June 2004) . 48 Formation of groups of people living with HIV/AIDS is just beginning, and the preclusion of their participation in the formulation of HIV/AIDS policy in the region is a main deficiency. There have, however, been some very promising initiatives in the region to reach young people with sexual and reproductive health counselling and specifically on HIV/AIDS through the establishment of confidential counselling hotlines in Egypt, Tunisia, Lebanon, the West Bank and Gaza, and more recently in Oman. The Egyptian AIDS Hot-Line, run by the Ministry of Health, for example, at its peak received 1,000 calls a month mostly from young and unmarried people. 51 This programme is particularly suitable to the cultural context in a region where face-toface communication about sexual and reproductive health issues is difficult, especially for women.
Female genital mutilation
Female genital mutilation (FGM) is practiced in only four countries, namely Egypt, Sudan, Yemen and Djibouti in this region. With the Demographic and Health Survey (DHS) of 1990, Sudan had the earliest nationally representative, population-based data on FGM, 42 which found a prevalence rate of 89% of ever-married women aged 15-49. In Egypt, the DHS of 2000 found that 97.3% of ever-married women aged 15-49, both Muslims and Copts (Christians), had FGM. 39 In Yemen, the practice is concentrated in the coastal areas with a national prevalence of 22.6% of ever-married women aged 15-49, according to the DHS of 1997. 41 While in Egypt and Sudan the practice is mainly carried out before puberty, in Yemen it is frequently performed on infants. In Djibouti, there have been no national population-based studies, but there is a reported diversity in both prevalence and severity across ethnic groups (MC Mutanda, UNICEF-Djibouti, personal communication, September 2003).
All four of these countries have seen increased public debate and efforts to eradicate the practice in recent years. In Egypt, a small-scale campaign against FGM has been underway since the 1950s, most notably by the Cairo Family Planning Association. In the 1990s, largely prompted by the ICPD and DHS data, a broad-based NGO movement emerged as well. Most recently, the issue has been taken up strongly by the govern- 
Violence against women
NGOs and women's groups have led the public discussion on violence against women in the region, starting a network of counselling centres in the Maghreb countries, the West Bank and Gaza and Jordan. In some cases, their advocacy has succeeded in encouraging governments to address the issue, such as in Morocco, 17 but in most cases activities are restricted to NGOs and are smallscale. So-called ''honour'' killings, the murder by relatives of girls and women who are deemed to have transgressed sexual mores, are known to occur across the region, although the research base is weak, both because of sensitivity of the topic and under-reporting. The perpetrators are often brothers who see it as their responsibility to defend family honour, especially as it pertains to the social and sexual behaviour of their unmarried sisters. In Jordan, one of the most active on this issue, although a Family Protection Department has been established in the police force, an amendment to the penal code that would increase the sentence for perpetrators has twice been rejected. 52 
Conclusion
To strengthen factors that protect young people's health and to reduce their risks, political leaders in the region need to address young people's need for information, education and services, investing in national programmes to support the health and development of young people. Tunisia stands out among the countries reviewed for its willingness to develop health policies and services to reach all young people, including those who are unmarried. Iran's premarital counselling programme also provides a useful model that would be culturally acceptable in other countries of the region. Numerous innovative programmes serving young people and advocacy efforts on sensitive issues have been initiated by NGOs that can usefully be built upon. Highly confidential programmes for unmarried young people, such as telephone hotlines with referrals to health services, have been shown to be effective in this context. The evidence base for addressing these issues, however, remains weak, and greater disaggregation and analysis could be done of the wealth of existing population-based data, to make it relevant to work with this age group. Much more qualitative research, particularly addressing the perceptions of young people themselves, is needed. Taboos surrounding public discussion of sexuality remain a key constraint, for unlike regions where the prevalence of HIV/AIDS is higher, the epidemic has not yet stimulated widespread acknowledgement of the importance of this field. Nevertheless, increasing concern and public debate about the well-being of young people is beginning to reduce such taboos, opening the door for significant progress over the next ten years.
Ré sumé
Cet article examine la santé génésique des jeunes de 10 à 24 ans dans les É tats arabes et en Iran, sur la base de documents publiés ou non et d'entretiens avec 51 informateurs clés travaillant principalement dans des ONG et institutions internationales de la région. Peu de programmes nationaux s'intéressent à la santé génésique des jeunes, sauf en Tunisie et en Iran, et rares sont les données démographiques pouvant guider ces programmes. Bien que l'accent sur l'intégrité et la force de l'unité familiale ait un effet protecteur, les jeunes n'ont pas accès à l'information. Peu de programmes scolaires incluent ces questions et, quand c'est le cas, les enseignants sautent souvent ces sections, faute de préparation. Les prestataires de services de santé méconnaissent les besoins de ce groupe d'â ge et n'accueillent pas volontiers les jeunes, particulièrement les célibataires. L'accès élargi à l'éducation et l'emploi fait reculer l'â ge du mariage, mais des formes non protégées de mariage sont également rapportées. Les tabous entourant la sexualité demeurent un obstacle majeur, et les données sur les grossesses non désirées et l'avortement, la violence contre les femmes, et les IST/VIH/SIDA sont limitées. En se fondant sur les modèles des ONG et les activités existantes, il faut développer des programmes nationaux pour soutenir le bien-être des jeunes dans cette région.
Resumen
En este artículo se revisa la situació n de salud sexual y reproductiva de la juventud entre 10 y 24 añ os de edad, en los estados árabes e Irán, basado en material publicado y no publicado y entrevistas con 51 informantes clave, la mayoría empleados en ONG e instituciones internacionales en la región. Salvo los casos de Tunicia e Irán, existen pocos programas gubernamentales nacionales que traten sobre la salud sexual y reproductiva de los jóvenes, y escasos datos de población para guiarlos. Aunque el énfasis en la integridad y fortaleza de la familia tiene un efecto protector, la juventud carece de información. No muchos currículos didácticos tratan estos temas y, cuando los abarcan, los maestros sin preparación tienden a saltar las secciones pertinentes. Los prestadores de servicios de salud ni reconocen las necesidades de los jó venes ni los hacen sentirse acogidos, particularmente aquéllos que son solteros. El aumento en formación y empleo propicia un aumento en la edad de matrimonio. Una limitación clave es el tabú en torno al debate sobre la sexualidad, y la escasez de datos sobre el embarazo no deseado, el aborto, la violencia contra las mujeres, las ITS/VIH/SIDA. Además de los modelos y esfuerzos de las ONG, se necesitan programas nacionales para apoyar el bienestar de la juventud en esta región.
